The diagnostic hypothesis of allergic contact dermatitis was strongly suspected, and an allergy patch test was performed. The result was negative.
The following laboratory examinations were ordered: liver function tests, urea and creatinine, blood cell count, rheumatological tests [antinuclear antibody, anti-Smith, antiSjögren's syndrome type B, anti-Sjögren's-syndrome-related antigen A, anti-nuclear ribonucleoprotein, lupus anticoagulant, anti-double stranded DNA, anti-immunoglobulin G (IgG) and IgM cardiolipin, and erythrocyte sedimentation rate], glucose, thyroid hormones, active hepatitis B and C, syphilis, and HIV. The patient reported a positive antinuclear antibody, with a titer of 1:640, presenting a nuclear speckled pattern. The remaining tests were negative.
An ultrasonography and magnetic resonance imaging were performed and did not show any abnormalities. The mammary implants were intact.
A skin biopsy of an erythematous area on her left breast was performed and indicated stretches of thinning epidermis, focal hyperkeratosis, basal vacuolar degeneration, and thickening of the epithelial basement membrane. The papillary and superficial dermis showed a perivascular lymphomononuclear infiltrate. Irritative or allergic contact dermatitis, neoplasia, or presence of fungi were excluded. Direct immunofluorescence showed dense granular continuous deposits of IgG (+++) along the dermoepidermal junction (lupus band test) (fluorescein isothiocyanate anti-IgG).
From her clinical findings and laboratorial results, and since the case did not fit all diagnostic criteria for systemic erythematous lupus, the patient was diagnosed with silicone-induced ASIA-with a lupus-like manifestation through localized cutaneous impairment.
Therefore, the patient was started on hydroxychloroquine, 400 mg per day. There was a progressive improve- Nunes e Silva et al.
• Clinical Treatment Results in ASIA ment of lesions after 3 months, and no lesions were present after 6 months. She still receives hydroxychloroquine and remains asymptomatic after 2 years (Fig. 4 ).
DISCUSSION
Although rare, silicone-induced ASIA cases are becoming increasingly frequent. 3 The localized cutaneous involvement and the absence of other clinical manifestations reinforce the novelty of the case. In addition, the patient's rapid and complete response to clinical treatment, in conjunction with her clinical presentation and the integrity of the implants, avoided an explantation, as the first option, which was not the patient's wish, for aesthetic reasons.
The patient was diagnosed with silicone-induced ASIA for presenting with 2 of the major diagnostic criteria: the exposure to external stimuli (SBI) and the typical biopsy of involved organ, and for presenting with 2 minor diagnostic criteria: presentation of autoantibodies and a clinical manifestation (cutaneous impairment).
Cutaneous manifestations located in the breasts, precisely in the detached areas for implant placement, have not yet been found in the literature. Based on current knowledge, it might not be prudent to indicate breast augmentation with silicone implants in patients with documented autoimmune reaction to an adjuvant, established autoimmune conditions, and a genetic predisposition. 3 The proposed algorithm to ASIA management is displayed in Figure 5 .
CONCLUSIONS
The exact predisposition to ASIA is still unknown. Our reported case highlights a rare local manifestation of ASIA, successfully treated with immune suppressive therapy, thereby avoiding implant explantation, which was required in all cases reported previously in literature. Moreover, there was no recurrence of symptoms in 2 years of follow-up. Therefore, it suggests that silicone is a weak antigenic material and still can be preserved in rare ASIA cases with appropriate intervention.
